When analyzing the concept of confidentiality, several features can be identified (Pinch, I998) . First, confidentiality requires at least two individuals communicating some type of information verbally, in writing, or through specific behaviors. This latter point is important to acknowledge because of nonverbal communication such as sign language and personal observations. Second, some rationale exists for limiting dissemination of information that can cause risk, harm, or embarrassment. In any case, there is some perceived, potentially negative effect from disclosure that exists, in addition to the basic desire to keep the information contained. Third, a certain degree of trust, faith, or hope must be possible between the two individuals sharing the material (or among those involved should there be more than two) to ensure their ability and willingness to keep the confidence. Fourth, the receiver should promise, assure, or guarantee not to reveal the information. The arrangement can be explicit, such as the type of confidentiality employment contracts sometimes require. It can be implicit, simply an expectation based on the nature of the relationship, such as the occupational health nurse providing care for an employee. Finally, at some point, and continuing over the course of the life of this information (beyond the lives of the individuals involved), judgments are made regarding its confidential status and worth. Does it continue to require special treatment? Will the benefits of dissemination outweigh the risks and harms from disclosure? Under selected circumstances, the confidential status of information can change, as with documents related to war or the development of technology for which secrecy is no longer required. Scientists often work in seclusion until patents or copyrights are obtained or the results of their experiments are published in professional journals.
The description of confidentiality makes it apparent that one of the challenges is its fluid nature. The most obvious challenge is that the critical individuals involved may change over time. The number of confidants may expand or contract. More or new individuals may become involved with confidential information related to, for example, an employee's health care. People who were originally entitled to the information may have died. New health professionals may have been hired. Additionally, as indicated above, the value of the confidential status of any information also can alter periodically. Finally, predicting exactly which information may be deemed confidential is almost impossible. A specific piece of even the most sensitive information is not necessarily confidential. The confidential nature of information usually is predicated on the perspective of the individual for whom the information is sensitive. If that individual does not want the information to be held in confidence, it can be revealed.
An example of the recent focus on confidentiality in the context of the AIDS crisis provides clarification. Generally speaking, most people expected a positive HIV status or the diagnosis of AIDS to be a confidential issue considering the discrimination and risks involved. However, for various reasons, some individuals publicly announced their infection with this virus. One of the most notable cases involved Elizabeth Glaser, the wife of television star Michael Glaser, who decided to make her diagnosis public and become an advocate for children with HIV/AIDS. A tabloid newspaper planned to release the diagnosis information without Ms. Glaser's consent, so the Glasers decided to hold their own press conference, thereby exercising control over how and what information was distributed initially.
GENDER IMPLICATIONS
Exploring possible gender implications associated with maintaining confidentiality provides more information about this facet of health care. Addressing gender perspectives is important for at least three reasons. First, women are in frequent contact with the health care system. In 1989 to 1990, women age 15 to 64 made 236 million office based, nonobstetrical visits to physicians (Collins, 1996) . Statistics are inconsistent, but all indicate women are more frequently in contact with physicians and the health care system than men (Cassel, 1996; Horton, 1995; Office on Women's Health, 1999; Sharp, 1998; U.S. Department of Health, Education, and Welfare, 1977) . Women do not necessarily have more illnesses than men, but instead many normal female life cycle events have been medicalized, especially those associated with reproductive functions (Sherwin, 1992b) . Medicalization refers to the claim by medical professionals of areas formerly overseen by nonprofessionals (Dresser, 1996) . This formalized monitoring of women's normal functioning then places women in contact with 570 health care providers more regularly than men.
Women are not only more likely than men to be the recipient of health care actions, but they also are more likely to be the intermediary for the health care of other individuals, both adults and dependent children. Practically speaking, women rather than men have been socialized into health monitoring roles for themselves and others. In addition, women seek formal health care advice when simple home remedies do not succeed. Confidentiality issues are more likely to arise for women as clients or caregivers than for men.
In addition, the worksite is an area in which women's health is an issue as well, whether women are in the majority or minority. Women, rightly or wrongly, become a special concern in the work setting related to their fertility and reproductive functions, thus requiring extra protection from occupational health and safety hazards. Assistance can be provided through the occupational health nurse to promote the woman's adaptation to various health needs across the life span. The worksite becomes a greater challenge to confidentiality because of the tensions among the various parties who have or may believe they have a right to health care information, including employers, fellow professionals, service consumers, and insurance carriers. The occupational health nurse is in a pivotal position to facilitate an ethical resolution to conflicting demands (Tabak, 1994) . A sensitivity to gender issues for female employees can promote better outcomes, whether this is within the employee health services office of the employer or in the woman's related health care settings.
Specifically, at least three feminist issues associated with the ethical obligation of confidentiality can be examined:
• The inherent inequality between the client and health care provider. • Paternalistic practices in health care.
• The relevance of autonomy as a critical ethical principle. These feminist issues directly target the communication and relationship elements of confidentiality-two areas in which gender may make a difference.
Inherent Inequality
Confidentiality involves communication between at least two people as noted earlier. Trust needs to be present for confidences to be maintained effectively. The individual revealing confidential information must either believe the trust already exists or that it can develop in the relationship. If the interaction is a new relationship, as may occur more routinely in the current context of managed care, the client must believe the health care provider can be trusted de facto. For example, one ordinarily expects a professional to be able to keep confidences, and in the case of occupational health, the nurse represents the employee's confidentiality interests. The client has the faith trust will be present as the relationship develops. That trust may be unwarranted under certain circumstances (Baier, 1986) .
The provider/client relationship in health care is an unequal one at best, despite many discussions to the con-trary. Use of the word client, discussion of provider/client contracts, mutual decision making, and goal setting all mask the real roles individuals may take in many circumstances. The fact that in many health care settings there are socioeconomic differences between care provider and recipient is a major reason for role differentials and subsequently power differentials. According to Sherwin (1996) , "Almost 80% of the poor in the United States are women and children." Race, ethnicity, age, sexual orientation, and religious variation all compound the problem.
The client role has a strong legacy of passivity. Clients have been expected to follow orders for many years based on the level of knowledge health professionals have acquired and the general respect for their vocations (Sherwin, 1996) . For example, client conferences continue to target compliance or the failure of clients to adhere to prescribed regimens. This often is viewed as a problem by professionals (Brody, 1995) . Women are especially vulnerable because of these expectations. Women generally occupy a subordinate role in American society. This continues to justify patriarchal practices and perspectives. Otherwise, women would no longer have problems such as "glass ceilings" (i.e., barriers in career advancements), date rape, spouse abuse, and sexual harassment. Attitudes toward women carry over from society at large to the subcultures of health care and the workplace, regardless of the setting. Women often are presumed to be emotional, irrational, dependent, and susceptible to invalidism (Ehrenreich, 1978; Johnson, 1991) . These characteristics can be perceived negatively, while providers view themselves as independent, rational, and objective-the better person in the relationship, the one who knows best.
Can trust in the health care provider be generated under these circumstances? Clients, including women, expect the health care provider to guide them effectively and expeditiously through the health care system. The ethical question presses one further to ask if trust should be fostered when women find themselves unpleasantly surprised by decisions about confidentiality within the health care context that may not benefit them. For example, a health professional who does not respect the female client because of some stereotypical view may feel less inclined to foster confidentiality when in fact a lack of confidentiality may compromise the woman's health or safety. Health professionals who believe women are subject to a husband, father, or other male relative may take it on themselves to share information from the client interactions with this relative. The information could engender anger, rage, disappointment, or other negative feelings, leading in turn to the mistreatment of the woman by this relative. Sharing information about a diagnosis of HIV, rape, or sexual harassment has led to such untoward outcomes for women. Roberts (1996) particularly targeted women of color as vulnerable when issues of confidentiality arise. She substantiated her claim of compromised confidentiality by citing cases of poor women's drug use during pregnancy. Poor, Black women found they were more likely DECEMBER 1999, VOL. 47, NO. 12 to have physicians respond with punitive action to their drug use during pregnancy than with women who were White. Black women were in fact 10 times more likely to be reported to the public health department than White females when they shared their drug abuse status with physicians.
Language and communication are integral to establishing and maintaining the trust relationship providing the foundation to confidentiality. Reciprocity in communication is required for understanding to occur and may be absent in an unequal relationship. As Smith (1996) wrote regarding communication ethics, in many if not most health care relationships information is simply imparted. Dialogue really does not occur, but instead information is transferred. The health professional usually asks questions, and the client is expected to respond succinctly. Smith (1996) argued this is not ethical communication especially when some instrumental goal is desired (in this case an understanding of and a working relationship within confidentiality). Smith (1996) asserted the need for critical, mutual engagement to implement ethical communication.
Gender differences abound in communication styles, content, and context in which people are comfortable. Despite stereotypes and parody to the contrary, women can be silent individuals (Belenky, 1986) . Many women fail to speak in mixed groups and in situations in which they are in a relationship with an authority figure-the precise case with a health professional. Women also tend to be silent to meet others' expectations or when they feel vulnerable or threatened. Silence should not be interpreted as either understanding or agreement. Women capable of merely repeating words, directions, or explanations from a health professional do not necessarily understand those words. More specifically, the meaning of confidentiality and the expectations of that obligation need to be clarified by all parties involved. For example, a common misconception occurs with this concept when confidentiality and anonymity are confused (Pinch, 1995) . Lay people do not always understand that only anonymity is the more strict condition wherein all names are withheld or removed from the related material.
Paternalistic Practices
In many discussions, the paternalistic traditions in health care are minimized, and criticisms about the patriarchal practice of medicine largely go unchallenged in mainstream medical ethics (Sherwin, 1992a) . Nursing is not exempt from this practice. Even when current improvements in this dimension are acknowledged, it would be foolish to act as if the past never existed or to ignore its possible effect on the present. Care providers bring varied professional socialization processes to confidentiality issues. Younger practitioners may be programmed to consider the importance of client autonomy, but many are steeped in traditional practices of paternalism. Practitioners may be paternalistic simply because of age. However, others function in that same manner based on the culture of their educational settings, some of which are more paternalistic than others.
Paternalistic practices often are disguised quite successfully within the ethical rubric of beneficence, doing good, or acting in the best interest of the client. Health care providers in any setting can believe they know what is in the best interest of the client when meeting client needs. This is not a totally unfounded belief because professionals often have a wide variety of experiences with similar situations, whereas the problem may be new for this particular client. However, in the current health care delivery systems, little may be known about an individual's unique circumstances, especially a more abstract issue such as the client's perspective of confidentiality. Individuals' circumstances can be profoundly affected by their gender. Women are more inclined than men to be viewed as fragile, weak, passive, and naive. Who then better deserves a professional's advice and forthright decision, even in predicaments relating to confidentiality, than a woman seeking solutions for health care problems?
Autonomy: An Ethical Principle
Finally, the importance of autonomy requires consideration. The ethical principle of autonomy has become the sine qua non in modem bioethics discourse in Western cultures. The "AAOHN Code of Ethics and Interpretive Statements" (1996) describes autonomy as the most significant principle for the occupational health nurse and uses this concept to support the first element of the code. Society defines the most desirable, morally mature adult-the ideal decision maker-as a self determining, independent, rational, logical, and detached individual. However, Gilligan's work (1982) in moral orientation showed the importance of interrelationships and context for women when they make moral decisions. Sherwin (1992a) said women's experiences more often involve complex associations of various degrees of interdependence and power. Therefore, women may not be as likely to view relationships as associations among equal, autonomous individuals as men may. Certainly there are ample reasons for a woman to be reluctant to view herself as autonomous, given various messages in society targeting women's dependence and ineptness (Jackson, 1992) .
In professional relationships, nurses must be open to various lifestyles and certainly be cautious before taking action to prevent harm in situations in which autonomy is not pivotal to the client's decision making. At minimum, an obligation exists to question the client's acquiescence during an attempt by the health professional to respect autonomy. Some women may not want to be decision makers and will ask what the professional would do under the same circumstances. This may be a genuine plea for a specific suggestion, but the situation should be examined thoroughly before accepting this perspective.
On the other hand, the primacy of relationships when processing ethical problems may not be true for some women, and the possibility that autonomy may be key to a woman's orientation in ethical issues must be taken into account. However, most specifically, given the central role of relationships in confidentiality, the clients' perspectives of the comparable importance of relationships 572 in their lives versus individual autonomy certainly must be explored and considered. This exploration is undertaken in the context of the present health problem and client context, and periodically reviewed as circumstances change.
Inequality in professional and client roles, paternalistic practices in health care, and the importance of autonomy all have serious gender implications. Awareness of their potential impact and incorporation of strategies to counteract their negative effects will assist in reducing gender discrimination and bias.
RECOMMENDATIONS
Ethical issues specific to the worksite challenge the occupational health nurse to balance the possibly conflicting interests of employees, the professional role, and third parties. The potential for confidentiality to be of ethical concern in occupational health nursing is significant from several dimensions. Some of these areas in occupational health include surveillance programs that encompass drug testing (Morris, 1993) and genetic screening (Walker, 1995) , maintenance of employee records ("Employee Health Records: Requirement, Retention, Access," 1996; Smith, 1994) , enforcement of regulations for environmental safety and risk assessment, and medical and health monitoring (Levenstein, 1995) .
Relationships and communication are essential como' ponents in the process of establishing and maintaining confidentiality in the professional employee/client relationship while working within the identified areas. Trust is a necessary ingredient of this relationship. Paternalistic practices in medicine and health care in general, patriarchal influences, and differing perspectives on the ethical principle of autonomy contribute to the potential for gender bias in confidentiality issues within the work setting.
To guard against gender discrimination in any situation including but not limited to confidentiality, it helps for the nurse to ask if changing the gender of the individual in the situation makes a difference in either process or outcome. This question is the foundation to any examination of potentially harmful outcomes whether or not the context of professional practice involves confidentiality. This author calls it the "feminist question" and encourages all professionals to apply it in every case of ethical decision making. This strategy assists health care professionals in examining the assumptions they bring to the ethical decision making process.
If the substitution of gender results in an awareness that possible differences may in fact develop in a particular scenario, the circumstances should be investigated in more detail. This strategy assists in raising everyone's awareness of many ideas and assumptions about people and their roles in society. It can be extended to include modifications in cases related to race, age, ethnic background, socioeconomic status, religious preference, and myriad other variables as time for the case analysis allows. It is a simple, easily remembered, and effective means to begin to habitually screen for unwarranted bias or prejudice, resulting in more just and fair treatment of all clients regardless of their particular characteristics.
